Background: Multimorbidity is a major issue for primary care. We aimed to explore primary care professionals' accounts of managing multimorbidity and its impact on clinical decision making and regional health care delivery. Methods: Qualitative interviews with 12 General Practitioners and 4 Primary Care Nurses in New Zealand's Otago region. Thematic analysis was conducted using the constant comparative method. Results: Primary care professionals encountered challenges in providing care to patients with multimorbidity with respect to both clinical decision making and health care delivery. Clinical decision making occurred in time-limited consultations where the challenges of complexity and inadequacy of single disease guidelines were managed through the use of "satisficing" (care deemed satisfactory and sufficient for a given patient) and sequential consultations utilising relational continuity of care. The New Zealand primary care co-payment funding model was seen as a barrier to the delivery of care as it discourages sequential consultations, a problem only partially addressed through the use of the additional capitation based funding stream of Care Plus. Fragmentation of care also occurred within general practice and across the primary/secondary care interface. Conclusions: These findings highlight specific New Zealand barriers to the delivery of primary care to patients living with multimorbidity. There is a need to develop, implement and nationally evaluate a revised version of Care Plus that takes account of these barriers.
Background
Multimorbidity (the presence of two or more chronic conditions in a single patient) [1] is one of the biggest challenges facing health systems internationally as multiple disease care, not single disease care, becomes the norm in an aging society [2, 3] Multimorbidity is a major issue in primary care [4] . Recent epidemiological studies of chronic disease show that multimorbidity is the norm for people aged over 65 [5] . For example, a large Scottish primary care cross sectional study found that 23% of all patients were multimorbid with a prevalence rising to 65% in the 65-84 age group [6] . Multimorbidity leads to poorer health outcomes: it is associated with high mortality, reduced functional status and quality of life and increased use of inpatient and ambulatory health care [7, 8] . Research has identified that certain health care delivery interventions (e.g., enhanced multidisciplinary team care with structured visits) may improve health outcomes for older people with multimorbidity [9] .
Chronic disease management is predominantly delivered using a traditional single disease model which means people with multimorbidity receive fragmented, inefficient and duplicate health care delivery [7, 8, 10] . There is therefore a need to develop new models of care to ensure integrated care for people with multimorbidity which is both effective and financially sustainable [3, 11] . A strong primary care health system is crucial to such integration and it is a central tenet of general practice care that it should be patient, not disease centred, and promote shared decision making [10, 12] . A recent qualitative synthesis of published studies exploring general practitioners (GPs') management of patients with multimorbidity found GPs faced a number of significant challenges delivering care to this group of which the disorganisation and fragmentation of health care, challenges in delivering patient centred care, inadequacy of clinical guidelines and barriers to shared decision making were key themes [13] .
Multimorbidity research to date has largely been conducted in health systems outside of New Zealand (NZ). NZ has a strong first contact primary care health system (see Table 1 ). GPs are predominantly independent, selfemployed providers with 50% of their funding coming from a capitated government-determined subsidy, paid through Primary Health Organisations (PHOs). The remainder of their funding comes from individual patient co-payments, which are set by each GP practice. The average patient co-payment for a GP consultation for an adult ranges from NZD15 to NZD45 (USD10-USD31) [14] . There is also a lower patient co-payment in general practices with "high needs"(>50% Māori; Pacific; lowest socioeconomic status) [15] . As with other similar health systems, the NZ health care system is struggling to cope with the rise in long term conditions as well as the increasing prevalence of multimorbidity [11, 16] .
In 2004 the NZ Ministry of Health introduced Care Plus, an additional capitation based funding stream for primary care, which aims to "improve chronic care management, reduce inequalities, improve primary care teamwork and reduce the cost of services for high-need patients" [17] [18] [19] . Care Plus subsidises four extended consultations annually and its eligibility criteria [20] are presented in Table 2 . A related payment stream is the provision of a High Use Health Card (HUHC), for which a patient must have received at least 12 health practitioner consultations within the last 12 months for a particular ongoing medical condition(s). Care Plus differs from the HUHC, however, in that it is intended to coordinate "a comprehensive approach to improve outcomes for people with chronic conditions, including lower cost access; whereas the HUHC is a subsidy approach tied to GP visits" [20] . The national Care Plus initiative has been complemented by regional health service initiatives. For example, in the Southern Health Region of NZ's South Island (Otago and Southland), the District Health Board (DHB) and PHO are working to further service integration through Alliance South [21] , which is a contractual alliance between the two organisations aimed at improving care coordination and integration. Alliance South is developing a strategic health services plan in which better chronic disease management is a key priority [22] . If local health care services are to be redesigned to better meet the needs of patients living with multimorbidity then it is critical that this is informed by an understanding of the barriers and enablers to primary care's role in the management of such patients.
In this context, this study aimed to explore primary care professionals' -GP and primary care nurses (PCNs) (practice nurses and nurse practitioners) -accounts of managing multimorbidity in one NZ health region and the impact of this on clinical decision making and health care delivery.
Methods

Design and sampling
Semi-structured interviews were conducted between May and November 2015 with GPs and PCNs working in general practices throughout the Otago region. Otago, in the south of NZ's South Island, is the second-largest NZ region in terms of land area. It has a population of 202,467 (2013 NZ Census), being 4.8% of NZ's population Table 1 The New Zealand Health System New Zealand's 1938 Social Security Act was the world's first attempt to create a "national health service", but doctor resistance meant this was never achieved. A series of policy compromises mean that, today, public hospitals salary all staff and are free of patient charges. General Practitioners mostly practice privately and act as gatekeepers. They receive considerable government subsidies but charge most patients a fee per consultation, creating an access barrier [37] . There is a strong tradition of family practice and focus on primary care within the health system. Yet, the arrangements set down in the post-1938 compromise mean GPs and public hospitals work largely separately from one another. Government contributes around 80% of total health expenditure. Around 40% of public hospital specialists have a separate private practice. The parallel private system means patients of better means are able to circumvent public hospital waiting times when referred by their GP, or to access treatments considered to be lower priority in the constrained public sector [49] . Table 2 Eligibility criteria for Care Plus [20] A general practice that is part of a PHO can enrol a patient in Care Plus if they are assessed by a doctor or nurse at the general practice as:
• being able to benefit from intensive clinical management in primary health care (at least 2 h of care from 1 or more members of the primary health care team over the following 6 months), and
• having 2 or more chronic health conditions, as long as each condition is one that:
• is a significant disability or has a significant burden of morbidity; and
• creates a significant cost to the health system; and
• has agreed and objective diagnostic criteria; and
• requires continuity of care and where a primary health care team approach has an important role in management; or
• requiring intensive clinical care because they:
• have a terminal illness (defined as someone who has advanced, progressive disease whose death is likely within 12 months); or
• have had 2 acute medical or mental health-related hospital admissions in the past 12 months (excluding surgical admissions); or
• have had 6 first-level service or similar primary health care visits in the past 12 months (including emergency department visits); or
• are on active review for elective services.
[23]. The city of Dunedin on the east coast is the regional centre. Otago overall has a much lower proportion of Māori (2.4%) than NZ as a whole (14.9%) [23] although it has areas with high Māori and Pasifika populations (e.g., South Dunedin). GPs and PCNs were sampled purposively in order to construct a maximum variation sample that reflected practice characteristics -such as number of GPs, level of deprivation and location (urban and rural)that are related to practice organisation and chronic disease and multimorbidity prevalence [6] .
Data collection
The interviews used a topic guide based on a literature review and discussions within the research team. The topic guide (see Additional file 1) covered: a) the organisation of local health care services and possible funding models for people with single conditions and multimorbidity; b) clinical management by GPs and PCNs (this was explored through participants describing situations where care for multimorbid patients was considered to have been delivered both well and poorly). The topic guide was used flexibly to allow participants to construct their accounts in their own terms, and was revised and refined throughout the interviewing process to reflect themes emerging from the concurrent data analysis. All interviews were digitallyrecorded and transcribed verbatim.
Data analysis
A thematic analysis was conducted using the constant comparative method [24, 25] . A coding framework was developed from the initial interviews by ET, TS and FDN. Through an iterative process involving comparison across the transcripts, assisted by NVivo 10 qualitative analysis software, these descriptive codes were organized by ET into higher order thematic categories. TS and FDN independently assessed the plausibility and explanatory value of the categories against the transcripts, and also independently evaluated the assignment of a sample of the data to the categories. A reflexive diary of the analysis was maintained. This provided an 'audit trail' of the development of the framework and its categories and also promoted reflexive research practice. The consolidated criteria for reporting qualitative research (COREQ) (See Additional file 2) [26] were used to inform reporting of the findings.
Results
Twelve GPs and four PCNs were interviewed. All participants were involved in delivering chronic disease/long term condition management. The characteristics of participants and their general practices are shown in Table 3 . Participants showed wide variation in terms of their personal characteristics and practice demography.
We report here the themes that emerged from the interviews in terms of clinical decision making and health care delivery for patients with multimorbidity. Illustrative participant quotes are presented.
Clinical decision making Complexity
All participants reported that lack of time within the NZ 15 min general practice consultation "standard" appointment length was an issue in terms of not only addressing a multimorbid patient's health needs, but also in communicating, prioritising, agreeing plans and endeavouring to a Specific roles were: three nurses were based in general practice: nurse practitioner (1), practice nurse (2) and one was based in the relevant primary health organisation b Non-New Zealand European categories were conflated to ensure participant anonymity c One participant did not currently work in a general practice but within another local health organisation (primary health organisation) get the patient engaged in self-management. Multimorbid patients were seen as complex:
That's a multi-morbidity, I can think of where there's a complex array of medical conditions which prevents that person from being able to cope alone at home, bringing on confusion with the number of medications that the person is on, and so on and so forth. It's like a big waterfall. (Participant 1 GP)
This complexity caused difficulty in managing care for patients with multimorbidity based on number of items on the patients' agenda to be addressed in the time available:
It's like people come in with their shopping list and they want a repeat of their 15 different interacting medications for their 6 six different pathologies. (…) (Participant 6 GP)
Further difficulty was experienced in trying to both negotiate with patients over their priorities and the ones the participants felt needed to be addressed that day. There was evidence of "safety netting" by participants, where GPs incorporate issues they felt needed attention in a consultation even if these were not a patient priority:
I think often they've got their agenda of what they want to talk about. You've got your idea that, okay, you want your prescriptions, but I also have to check a number of other things. Trying to focus on what they've actually come in for, which may not be the most urgent thing but is obviously the thing that's worrying them the most, and picking at there's nothing particularly dangerous that you're missing like the ones who at the end of the consult say, "Oh by the way, I've been having chest pain for the last six weeks." (Participant 2 GP)
While participants noted that the use of "catch up" time in the middle of their standard booked clinics allowed some flexibility to spend more time on individual patients this was constrained by financial cost (see health care delivery theme). Time limitations caused stress to both doctors and patients through regularly running behind time. In addition, participants mentioned patients changing GPs to see a doctor they perceived as giving patients more time could be stressful as this behaviour was noted to have wider ramifications:
Then of course you make a rod for your own back because I think by giving people more time and addressing more problems than you should, word gets around, people change to you because a friend recommends you. I've even had people change from doctors within the practice saying that they don't like Dr. So-and-So because he's always in such a hurry and so brusque and efficient, and your heart just sinks because you think, well yes, I will try and do a good job and give more time, but that comes at a cost to me and to my other patients, so you run later and later. (Participant 9 GP)
Inadequacy of single disease guidelines
Participants expressed concern about the use of clinical practice guidelines for people with multimorbidity, which are generally developed for single clinical conditions. They were felt as adding to the complexity of managing multimorbidity through the difficulty in applying multiple guidelines in a single patient:
Whereas if you have got one person with diabetes, it's fairly straightforward to follow the guidelines. People with multiple conditions, there are guidelines for each of them, and it's impossible…, it's not beneficial to the patient to stick to 4 guidelines for 4 conditions (Participant 7 GP).
Addressing clinical decision making in multimorbidity: "satisficing" and relational continuity of care Participants reported two main strategies they used to address the problems of clinical decision making with a patient with multimorbidity: "satisficing" and relational continuity of care.
The first strategy, used in a single consultation, was that of squaring the need to deliver optimal disease management and patient-centred care in a time-limited consultation. This strategy, termed "satisficing", can be defined as "settling for chronic disease management that was satisfactory and sufficient, given the particular circumstances of that patient" [27] . One commonly used approach was that of relaxing treatment targets to below those recommended by clinical guidelines: I think, not perfectly managed, but managed well enough within that person's individual parameters.
(Participant 6 GP)
Another approach was to negotiate a compromise with the patient over which aspects of a recommended management plan needed to be adhered to:
I think it comes down to agreed management plan and I think that's really the point. There's some things you're going to agree and some things you don't. I think that's probably the point. It's an agreed management system, which is again why the imposition of targets and the imposition of a certain way of doing chronic disease management doesn't work. (Participant 4 GP)
When the patient's multiple conditions were viewed as stable the emphasis from GPs was that this stability should be maintained, rather than constantly strive to implement guideline recommendations:
So, although, in an ideal world I would say he should lose 20 kg and be completely pain-free from his back problems and not take any painkillers and not take this group of several medications that he's on, I think it's not a bad situation in that we're managing it and it's stable and relatively well-managed. (Participant 9 GP)
The second strategy participants used was to harness the longitudinal nature of the patient-primary care practitioner encounter through the provision of relational (personal) continuity of care ("an ongoing therapeutic relationship between a patient and one or more providers") [28] . This was the predominant approach used by participants and allowed GPs to both establish an ongoing personal relationship with patients and to ensure problems identified but not addressed in a first consultation were dealt with at subsequent consultations. Thus, GPs would address the time limitations of the single consultation by negotiating a subsequent consultation, employing an "additive-sequential" [29] approach to clinical decision making:
Sometimes if they've got a whole list of things you have to just sort of divide the list up and say, "Look, we'll do this today and maybe we can, we need to do something about these things, but then you can come back and we'll do the other thing," (Participant 2 GP)
Over the course of a year, 3 or 4 follow up appointments with the same GP allowed these ongoing issues to be addressed sequentially:
… with the people with multimorbidity you see frequently it's not just one 15 min time slot, it's just carrying on from where you left off last time. You build and build and build on that. In the year, you've had an hour and probably more. (Participant 6 GP)
The use of relational continuity of care as a tool to address multimorbidity was not limited to GPs. PCNs stated that they had longer consultation time with patients than GPs which provided space to get to know patients and helped initiate and reinforce self-management behaviour in the long term management of a patient's condition: Like GPs, one way they achieved this was to utilise multiple consultations to allow this advice to be delivered sequentially over time:
It's repeating the message, but repeating it in different ways. Sometimes I'll dwell on the medication management, other times I might dwell on their lab results, another time … well I always talk about the lifestyle really. Just putting the stress on different things and finding out what clicks to people. Trying to find something that's sort of like, you know what it's like yourself. People can tell you the same thing but in one day someone will say it slightly different and you think oh! (Participant 3 PCN)
Although relational continuity of care was the predominant approach utilised, one participant noted that patients in their practice were increasingly seeing several GPs in their practice as the GPs were all part-time and s/he that noted management continuity of care ("a consistent and coherent approach to the management of a health condition that is responsive to a patient's changing needs") [28] was becoming more important for their patients with multimorbidity.
Health care delivery Primary care funding model
Participants felt that the current mixed capitation/co-payment model of NZ primary care was a barrier to the delivery care for patients with multimorbidity. The current level of capitation funding was considered too low and the 50/50 split between capitation and co-payments created a particular challenge for NZ primary care:
I think New Zealand is in many ways the most difficult [setting to practise GP] because you have two customers scrapping for the same amount of time thinking that they're your exclusive customer. You've got the funding from the ministry of health through the PHOs … The need for patient co-payment was also identified by participants as a specific barrier to the employment of the "additive-sequential" approach to clinical decision making described above:
They [Patients] will say, "Oh, this, this, and this." I'll say, "Well look, we can deal with this and deal with this, but the other, that sounds really important and I don't want to dismiss it. You will need to make another appointment to come back." That's very difficult, because I'm very aware that we charge [NZD] $39 for a consultation. I am very aware that a significant number of people in our area, that's a big portion of the money that they're getting that week. It's not easy. It's not easy to do that. (Participant 10 GP)
Use of Care Plus
Participants reported that Care Plus funding was used flexibly and in three broad ways by general practices to provide care for patients with multimorbidity. The funding could be used to subsidise GP visits only; visits with both GP and PCN; and visits to the PCN only. Within each of these approaches various ways of delivering consults with patients were described. The predominant model described was one of having one extended review appointment with a PCN (either a practice nurse or nurse practitioner) and then three subsidised appointments with the GP:
Once they've registered with a nurse they then are entitled to three appointments with the GP for [NZD] $15.50 and they can use that as they choose. It has to be about their medical problem. (Participant 8 PCN)
One participant described their general practice utilising a specific PCN-led Care Plus scheme in which relational continuity of care was encouraged:
We've identified people in our practice who qualify under the Care Plus funding scheme or the High User Health Card, to have regular input free of charge to them. We use that money, we don't charge our patients and they get two hours of free nursing time a year. Usually in four half an hour visits, but we can tailor it to the individual needs. And they are assigned a specific nurse. We have a care plan screening questionnaire, a good assessment of them, where they're at and what their needs are and what help they've got. And the nurse assigned to that particular patient, the idea is that we build a relationship with them and if they have a hospital admission or their spouse has a hospital admission or one of them is ill, or the circumstances change, or just to support people better. (Participant 3 PCN) This model, however, was not typical and other participants described resistance from individual GPs for shifting regular ("three monthly") reviews from GPs to PCNs for this group of patients.
There was no consensus among participants as to whether Care Plus had actually improved care for patients with multimorbidity. Two problems were identified. Firstly, it was seen as an "add on" capitation funding stream to subsidise a limited number (4) of consultations in "high needs" patients. In itself it was considered inadequate to allow a reorganisation of how NZ general practice delivers chronic disease management:
What we've been trying to do for years is actually use the Care Plus funding in some way, which is actually quite difficult, as you're probably aware …. rather than [it] just be … an extra on top of people's care, to actually to use it to fund chronic disease management per se and to pull that in as a funding element for a new system … But it didn't work, A) because that's an enormous task, and we didn't have the resources and the ability to do that, B) there was no direct funding for that [chronic disease management] (Participant 4 GP)
Secondly, participants considered that the Care Plus eligibility criteria meant that not all patients who met the criteria had complex health needs. It was not consistently delivered to patients with complex health needs (e.g., multiple long term conditions and polypharmacy) as defined in Ministry of Health guidance: [17] Care Plus is a pretty crude tool. You only need two long-term health conditions. It could be hypothyroidism and hypertension, you know, pretty straightforward conditions, really, so you get these people who are basically well, coming in every three months for their pills, and then people with eight conditions, who really need it. (Participant 10 GP) Participants also considered that some patients simply used Care Plus as a way to get their individual quota of subsidised annual appointments irrespective of clinical need to consult their GP more frequently. In other words, Care Plus was seen as a barrier to persuading patients to come back for another appointment, where a consultation had proven insufficient, because patients knew they had another subsidised appointment scheduled in three months' time:
For example, if I say, "Come back in two weeks to get your blood pressure checked," it's quite likely that they will just wait until the next routine visit, when their pills are running out, and then once again they'll use a Care Plus visit and get it cheaper. (Participant 9 GP)
Fragmentation of health care provision
Fragmentation of health care was identified by participants as occurring both within NZ general practice and across the primary/secondary care interface. Within the primary care team participants noted that there had been a development of PCN-led single disease management clinics however this had to date not addressed multimorbidity:
We had a blood pressure clinic and you [practice nurse] did your blood pressure. The respiratory clinic, and you did your respiratory, and so on. You only did a little bit of this, that, and the other. You didn't see the whole picture. (Participant 13 PCN) In order to develop a general practice team-based patient-centric model of care for people with multimorbidity participants noted that there was a need to fully implement chronic disease management models in primary care, something which required a culture shift:
I think the concept of chronic disease management is a laudable prospect that should be delivered in primary care should be supported. I think rolling more of those ancillary services that are really designed for chronic disease management … needs to come into that area [primary care] … we need a philosophical shift as well.." (Participant 4 GP) I think it's actually early days in the whole scheme of it [chronic disease management] -at the moment [we are] trying to change the culture of the separate conditions. (Participant 13 PCN)
Participants described fragmentation across primary and secondary care as systemic and pervasive and the result of a model that was outdated in relation to the context it applied in (i.e., an ageing population with increasing prevalence of long-term conditions/chronic disease and multimorbidity). This fragmentation was seen as institutional, caused by the disconnect between primary and secondary care:
The trouble is at the moment there's no viable model about sharing which would allow us to proceed and obviously because we've got two different kinds of systems and not really kind of integrated so it's a difficult one. (…) The trouble is that specialist medicine doesn't appreciate a shared model of care really. (Participant 12 GP)
Participants were keen to see secondary care and primary care working more closely together and emphasised the need for better communication. Reference was made to recent initiatives such as shared computer records, electronic patient referral systems and telehealth as promoting better integration, but no specific examples were given as to where these initiatives had improved the care of patients with multimorbidity in the NZ health system either nationally or locally.
Discussion
Statement of principal findings
This is the first NZ-based study to specifically explore primary care professional accounts of managing multimorbidity and its impact on clinical decision making and health delivery. Primary care professionals (GPs and PCNs) encountered challenges in providing care to patients with multimorbidity with respect to both clinical decision making and health care delivery. Clinical decision making occurred in time-limited consultations where the challenges of complexity and inadequacy of single disease guidelines were managed through the use of "satisficing" (care deemed satisfactory and sufficient for a given patient) and sequential consultations utilising relational continuity of care. The NZ primary care copayment funding model was seen as a barrier to the delivery of care as it discourages sequential consultations, a problem only partially addressed through the use of the additional capitation based funding stream of Care Plus. Fragmentation of care also occurred within general practice in relation to the distribution of care between health professional roles, as well as across the primary/secondary care interface. This latter fragmentation was due in part to a lack of system supported relationships between primary and secondary care and good communication processes (e.g., shared information systems).
Strengths and limitations
This qualitative interview study utilised purposive sampling to enable a maximum variation sample in terms of characteristics of participants (sex, ethnicity and years in practice) and general practice demographics (practice size, location and level of socioeconomic deprivation). The choice of individual interviews was appropriate as we wished to focus both on individual clinical decision making and health care delivery issues: an approach utilised in similar research studies in the UK [29, 30] and Ireland [27] . We chose to focus on one NZ health region (Otago) as this work was intended to inform Southern Health Region health service development for people with multimorbidity and it was also a requirement of the research funder that the work was conducted in this region. The inclusion of both GPs and PCNs meant that we were able to gain insight into the varying ways their roles are enacted in different practice settings to manage multi-morbidity. We were able to recruit a maximum variation GP sample and achieve data saturation (no new emergent themes) for the GP interviews. Furthermore, the interviews and emergent themes were subject to ongoing discussion and refinement within the research team and we consider our results are conceptually (theoretically) generalizable [31] .
It is accepted, however, that those who participated are likely to have a greater interest in the subject matter than those who declined to participate. In addition, we were not able to recruit any primary care professionals who were Māori or Pasifika. More generally, the choice to conduct this study in one defined geographical region limits the ability to fully explore potential variation in health care delivery for this group across NZ. While we had not set a fixed number of planned interviews for both GPs and PCN interviews we had difficulty recruiting PCNs and only managed to interview 4 in total. We do not consider we were able to fully explore PCN accounts of managing multimorbidity and further NZ research is required here. It is also important to note that in conducting interviews we collected situated accounts [31] from health care professionals, thus we have described what people say they do, not what they necessarily did. Finally, the accounts are from the health care professionals only and as such provide no information regarding the patient's perspective of care when managing multimorbidity. In other health systems, a key finding in a recent review of the patient experience literature on multimorbidity is lack of holistic care [32] .
Comparison with existing literature
There is a limited NZ research literature on managing multimorbidity in primary care [33] [34] [35] and none addresses the specific aims of this study. The findings reported in the clinical decision making theme are, however, consistent with the challenges of managing multimorbidity reported by general practitioners [13, 27] and PCNs [30, 36] working in similar first contact primary care health systems. Specifically, a meta-ethnography (qualitative synthesis) of the research literature up to 2012 identified three areas of difficulty which are also described here: inadequacy of guidelines and evidence-based medicine, challenges in delivering patient-centred care and barriers to shared decision making [13] . In our study we specifically report an inadequacy of single disease guidelines theme and consider challenges relating to shared decision making across several of the other reported themes, notably the "complexity" theme. The concept of "satisficing", which was one of the two main strategies participants used to address the problems of clinical decision making was first used in the multimorbidity literature by Sinnott and colleagues in their qualitative study of Irish GPs and prescribing in multimorbidity [27] . In terms of the second strategy, relational continuity of care ("an ongoing therapeutic relationship between a patient and one or more providers") [28] has also been identified as being perhaps the most important facilitator of care in multimorbidity in primary care. Relational continuity of care allows primary care practitioners to "foster trust, anticipate preferences and empower their patients over time" [13] .
It is in the health care delivery theme that NZ health system specific barriers and facilitators are reported. Thus while the NZ primary care professionals, like their UK equivalent, used the "additive-sequential" clinical decision making approach [29] they faced an additional issue not encountered in the UK: the NZ co-payment model. This co-payment model means that patients encounter a financial barrier to see their primary care practitioner for repeated consultations. Inability to access primary care in NZ due to financial barriers is widely reported in the NZ health literature. For example, in a 2009 NZ national survey [37] 15.5% of respondents reported that they had deferred seeing their doctor/s at least once during the preceding 12 months, because they could not afford the cost of a visit and the presence of more than two co-morbid diseases was independently associated with increased odds of deferring doctors' visits. This finding is also consistent with a recent Commonwealth Fund Survey, where NZ was rated third worst (behind Switzerland and US) of 11 countries for adults going without needed health care because of costs [38] .
Internationally, the most common model of chronic disease/long term condition management that underpins models of multimorbidity care, including NZ's Care Plus [17] is Wagner's chronic care model [39] [40] [41] . One key aspect of this model, the core approach of NZ's Care Plus -that of enabling delivery of extended appointments to people with multimorbidityhas also been used in other health systems [41] and is a key component of an ongoing Scottish multimorbidity complex intervention evaluation [42] . NZ Care Plus has, however, not been the subject of an independent evaluation of its effectiveness or cost effectiveness in spite of it being in operation since 2004. To date, its evaluation has been local (North Island PHO) and has focussed on exploring primary care practitioners' perceptions [43] . Our final finding, that of fragmentation of care, is also reported in the international literature [13] . The NZ health system, including the Southern Health region, [44] compares unfavourably with other health systems in terms of the degree of care fragmentation [11, 45] .
Implications for clinical practice, health policy and research
The NZ GPs and PCNs in this study utilised a clinical decision making approach for patients with multimorbidity consistent with that used in other health systems with strong primary care: [10] that of "satisficing" [27] and relational continuity of care (delivered through an "additive-sequential" [29] model of consecutive consultations). It therefore adds to the evidence base on how primary care practitioners make clinical decisions for this group of patients and also suggests that recent evidence-based guidance on the clinical management of multimorbidity developed by the National Institute for Health and Care Excellence (NICE) for the UK National Health Service is likely to be generalizable to, and therefore implementable in, NZ primary care [46] .
This study has also identified three key barriers to the delivery of health care to patients with multimorbidity in NZ: the primary care funding model, the variable interpretation and implementation of the Care Plus scheme by NZ general practices and the fragmentation of health care within general practices and across the health system. While all three elements will need to be addressed by NZ health policy makers if NZ is to have an equitable and integrated health care system there is a clear opportunity to review and revise Care Plus so it better meets its stated objectives in relation to long term conditions [17] . A key finding from this study is that simply focussing on "adding on" additional capitation for patients with multimorbidity without addressing the need to redesign primary and secondary health care delivery around their health needs [9] may lead to little or no health gain. One way forward would be to develop a more structured approach to Care Plus that specifically ensures it addresses all components of chronic disease management [39] key elements will be a clear operational definition of who is eligible for the scheme, sufficient funding of extended and review consultations (so enabling relational continuity of care), training and support for general practices to deliver a structured approach to identifying patients' priorities for care and supporting patient self management. It will also be important to develop a model that is responsive to the range of health and social care needs of people with multimorbidity and recognises the high prevalence of multimorbidity in the population, as opposed to only focussing on the smaller group of patients with complex health care needs (e.g., frail elderly at risk of repeated readmission to hospital) [47] . Finally, there is an important need for NZ health research funders to commission independent research to evaluate at a national level the effectiveness and cost effectiveness of this revised Care Plus model of care delivery compared to usual careas has been recommended [46] and commissioned [48] in other comparable health systems.
Conclusions
This study highlights specific New Zealand barriers to the delivery of primary care to patients living with multimorbidity: primary care professionals encounter challenges in providing care to patients with multimorbidity with respect to both clinical decision making and health care delivery. A key finding is that the New Zealand primary care co-payment funding model is seen as a barrier to the delivery of care as it discourages sequential consultations, a problem only partially addressed through the use of the additional capitation based funding stream of Care Plus. There is a need to develop, implement and nationally evaluate a revised version of Care Plus that takes account of these barriers. 
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